Several studies have pointed out ethical shortcomings in the decilegitimate when there is disagreement among the caregivers sion-making process for withholding or withdrawing life-support- (15) . The considerable moral responsibility conferred on ing treatments. We conducted a study to evaluate the perceptions nurses by their unique proximity to the patient and his/her of all caregivers involved in this process in the intensive care unit.
DFLSTs is being considered by the Belgian parliament (22) .
The absence in most European countries of recommendaKeywords: end-of-life decisions; ethics; decision-making; critical care;
tions from scientific bodies and of legislation on DFLSTs in intensive care
critical care medicine probably contributes to the occurrence of conflicts among ICU caregivers. In May 2002, the French Over the last few decades, decisions to forego life-sustaining Language Society of Critical Care Medicine (Socié té de Ré -treatments (DFLSTs) have become common in intensive care animation de Langue Française) issued its first recommendaunits (ICUs) (1) (2) (3) (4) . The guidelines or legal precedents that tions on DFLSTs (23) . We conducted a survey to evaluate the legitimate these decisions in some countries (5-8) are probaperceptions of all caregivers in DFLSTs for ICU patients who bly used as a point of reference elsewhere (9, 10) . Several are mentally incompetent. In France, competent patients destudies have pointed out ethical shortcomings in the decisioncide for themselves, but decisions for incompetent patients are making process, including failure to consider nurses' opinions left to the physicians, not the family members. Conflicts about (4, 11) . Whereas physicians are primarily concerned with values and ambiguity in relationships among caregivers have curing their patients, nurses focus on the impact of care on been suggested (24) and may be amplified by the need to their patients (12) (13) (14) . A major issue is whether consent of the make DFLSTs. Few studies have evaluated the hypothesis patient or surrogate is sufficient to make DFLSTs ethically that good collaboration, a major determinant of nurse satisfaction, may improve the experience of dying patients. We specifically sought to assess associations linking ICU policies, decision-making processes, co-operation among nurses and (Received in original form July 26, 2002 ; accepted in final form January 6, 2003) physicians, and caregiver satisfaction, as reported by the nurs- of nurses and physicians differ widely. were no other differences between the two questionnaires. All questions structured interviews with attending physicians, head nurses, nurses, and nurse assistants on the staffs of the medical ICU in Poitiers, France and the surgical ICU in Cré teil, France. These interviews showed that the questionnaires were easily understood and that the full range of response options was used. Ethics Committee Because the terms "withdrawing," "withholding," "ethical standards,"
This study was approved by the Ethics Committee of the French Lanand "high-quality decision-making" can be unclear or can give rise to a guage Society of Critical Care Medicine. variety of interpretations, participants were provided with the following definitions:
Statistical Analysis 1. "Withdrawing life-support treatment" was defined as discontinuUnivariate analyses were used to compare the variables of interest ation of one or more treatments without replacement by an equivbetween physicians and nursing staff. The 2 statistic was used to comalent treatment, with the objective of allowing a disease process pare categoric variables. Categoric variables are expressed as percentto run its course and with the knowledge that this might lead to age of the group from the group from which they were derived, with the patient's death. their 95% confidence intervals. 2. "Withholding life-support treatment" was defined as a decision Multiple logistic regression analysis was performed to examine the not to use or not to intensify one or more treatments, with the relation between the characteristics of the caregivers and their percepobjective of allowing a disease process to run its course and with tions of DFLSTs. the knowledge that this might lead to the patient's death. 3 . A "commitment of the ICU to high ethical standards" was defined as the existence of procedures aimed at ensuring compliance with those affected by the decision.
RESULTS
Ninety-one percent (n ϭ 2,875) of the 3,156 nursing staff members and 99% (n ϭ 517) of the 521 physicians had personal Questionnaire Administration experience with DFLSTs as part of their work in the ICU.
The physician and nursing staff questionnaires were sent to the ICU Tables 3 and 4 show how caregivers perceived DFLSTs and the medical director and senior head nurse, respectively. Both questionplace of these decisions in the ICU.
naires were sent twice, 21 days apart, in June 2000. All ICUs whose head physician and senior head nurse agreed to participate in the study ICU Commitment to High Ethical Standards were included and asked how many physicians or nursing staff members, respectively, worked in their ICU. In each ICU, a physician or nursing Sixty-five percent of nursing staff members (n ϭ 2,036) and 78% staff member was designated to hand out and collect the questionnaires. Data collected from the questionnaires were double keyboarded.
to believe that they were not sufficiently involved by physicians who had no role in patient care was viewed favorably by 58% of nursing staff members (n ϭ 1,830) and 42% of physicians (n ϭ 221). Most nursing staff members favored a psychologist, whereas physicians' responses were equally distributed among than were their counterparts in medical or medical-surgical the various possibilities suggested to them (Table 5 ). ICUs (16.7, 20 .1, and 31.1%, respectively; p Ͻ 0.0001).
Among physicians, 79% (n ϭ 418) believed that, before making a DFLST, they considered the opinion of the nursing staff
Satisfaction with the Process for Making Decisions to
regarding the course of the patient's treatment in the ICU, as Forego Life-Sustaining Treatment compared with only 31% of nursing staff members (n ϭ 953) DFLST processes were believed to be always or usually satisfac-(p Ͻ 0.001). Furthermore, 32.2% of physicians (n ϭ 170) and tory by 73% of physicians (n ϭ 386), as compared with only 8.8% of nursing staff members (n ϭ 277; p Ͻ 0.001) believed 33% of nursing staff members (n ϭ 1,033); this difference octhat DFLSTs were followed by adequate discussion of these curred both in university hospital ICUs (74.9 vs. 34.9%, p Ͻ decisions. Also, 16% of physicians (n ϭ 85) and 21% of nursing 0.0001) and in general hospital ICUs (74.8 vs. 34.7%, p Ͻ 0.0001).
staff members (n ϭ 647) reported that they felt isolated most However, this perception differed according to the ICU category:
of the time. both physicians and nursing staff members were more likely to be satisfied with decision-making processes in medical ICUs (82
Perceptions by Nursing Staff Members According to
and 43%, respectively) than in medical-surgical ICUs (75 and Work Shift and Time in the ICU 36%) or surgical ICUs (64 and 24%) (p Ͻ 0.0001). For both Night-shift nursing staff members had significantly different perphysicians and nursing staff, satisfaction with decision-making ceptions of the decision-making process than did their day-shift processes was significantly associated with perception of a comcolleagues (Table 6 ). Among nursing staff members, time workmitment of the ICU to high ethical standards (p Ͻ 0.0001), ing in the ICU had a significant influence on perception of a involvement of nursing staff in this commitment (p Ͻ 0.0001), commitment to high ethical standards, perception of involveregular meetings to discuss ethical issues even when no DFLSTs ment by physicians, satisfaction with DFLST procedures, and were being considered (p Ͻ 0.0001), and presence of a psycholoadequacy of information received about the patients. gist on the ICU staff (p Ͻ 0.0001).
Communication with the Family Decision-Making
Presence of the nurses at meetings to discuss DFLSTs with The overwhelming majority of caregivers agreed on what should the family was considered necessary by 56% of nursing staff be done theoretically concerning collaborative decision-making members (n ϭ 1,758) and 36% of physicians (n ϭ 189) (p Ͻ processes but strongly differed in their perceptions of actual prac-0.05). Seventy-five percent of nursing staff members (n ϭ 2,362) tice. A large majority of both nursing staff members and physiand 75% of physicians (n ϭ 500) believed that the family should cians (91 and 80%, respectively) stated that decisions should be always be informed of DFLSTs. However, only 42% (n ϭ 1,339) collaborative, but only 27% of nurses and 50% of physicians beand 66% (n ϭ 348), respectively, believed that families were lieved that this occurred in actual practice.
always informed in actual clinical practice (p Ͻ 0.05). Only 69% of nursing staff members (n ϭ 2196) and 61% of physicians (n ϭ ( Table 8) , and concern about litigation was one of the reasons given by physicians for modifying the information they provided 323) (not significant) believed that families should be informed to competent patients. fully; the main reason for not providing full information was Written DFLST procedures were available in only five ICUs. that this might add to the family's distress (35% of nursing staff Thirty-three percent of physicians (n ϭ 175) believed that the [n ϭ 1,100] and 59% [n ϭ 311] of physicians).
TABLE 6. DAY-AND NIGHT-SHIFT NURSING STAFF MEMBERS' PERCEPTIONS OF THE DECISION-MAKING PROCESS
recent increase in litigation made written procedures desirable and 58% reported that their reports of DFLSTs in medical re-
Criteria for Decisions to Forego Life-Sustaining Treatments
cords did not faithfully describe reality (n ϭ 92, 17% of all Futility and no hope for future quality of life were the reasons medical respondents). Fifty-seven percent of physicians (n ϭ most often cited by nursing staff members and physicians for 301) were favorable to a change in current legislation about initiating the DFLST process. Physical or psychological pain was DFLSTs in the ICU. cited by 29% of nursing staff members, as compared with only 5% of physicians (p Ͻ 0.05). Few caregivers in either group cited DISCUSSION prior quality of life, economic cost, advanced patient age, or These findings carry several messages. First, they indicate that family request (Table 7) .
nursing staff members are often dissatisfied with the DFLST Liability process in French ICUs. Second, we found marked differences between perceptions of physicians and nursing staff members, A total of 42% of nursing staff members (n ϭ 1,312) and 30% with most physicians being satisfied with these procedures. Third, of physicians (n ϭ 159) believed that the nursing staff in charge fear of litigation clearly had an unfavorable influence on the of the patient should share with the physicians the responsibility quality of DFLST procedures. for DFLSTs, including legal responsibility. Twelve percent of
In this study, 75% of nursing staff members reported dissatisnursing staff members (n ϭ 391) believed that their role during faction with DFLSTs. In this area of heated controversy on both the discussion was only to make their opinion heard clearly, sides of the Atlantic, the negative opinion of the caregivers who without sharing in the responsibility for the decision.
are closest to dying patients is very disturbing, if not surprising. Seventy-eight percent of physicians (n ϭ 411) but only 48%
In a study conducted in five hospitals in the United States, 75% of nursing staff members (n ϭ 1,526) believed that nurses (in of 759 nurses felt dissatisfied with management strategies and the presence of the physician) could implement a DFLST made with their ICU's commitment to ethical standards and 50% said by the physician and consisting in increased sedation (p Ͻ 0.05); that, when caring for dying patients, they performed acts that corresponding figures were 76% (n ϭ 402) and 58% (n ϭ 1,846) contradicted their moral beliefs (25) . Nurses who feel dissatisfied for discontinuing vasoactive therapy (p Ͻ 0.05), 63% (n ϭ 334) may perform acts that are not consonant with professional valand 51% (n ϭ 1,604) for decreasing the Fi O 2 (p Ͻ 0.05), and ues. In a questionnaire study conducted by Asch, 17% of 1,139 30% (n ϭ 160) and 28% (n ϭ 898) for extubating the patient. nurses reported that they had engaged in euthanasia or assisted Most physicians (76.7%, n ϭ 405) did not believe they were suicide, including 8% without an order from a physician (24) . breaking the law when they made DFLSTs. However, some Some nurses reported injecting saline instead of vasopressors physicians reported that they worried about malpractice suits ordered by physicians. Nurse satisfaction is closely dependent on the amount of collaboration within the caregiver staff (12, 26, 27) . In our study, nearly 75% of nursing staff members believed that collaboration was inadequate during decision-mak- with the lack of involvement of the nursing staff in half the
DFLSTs recorded in the French national LATAREA study (4) . 
Close interdisciplinary collaboration in the ICU is ethically
Emotional distress 343 (10) 13 (2) desirable and improves clinical outcomes (11, 12, (31) (32) (33) (34) (35) (36) . DifferPhysical suffering 567 (16) 16 (3) ences between predicted and observed mortality in ICU patients were significantly associated with the degree of interaction among
No prior quality of life 186 (5) 34 (6) ICU staff members (31), and staff satisfaction with the decision-
No hope for future quality of life 796 (22) 71 (13) making process was significantly related to patient outcomes Age tion as perceived by the nurses was associated with patient outlegislation (40) . Thus, the setting was very different from that encountered in the U.S., where family members generally make comes in a medical ICU but not in a surgical ICU or a medicalDFLSTs for ICU patients, with the guidance and advice of physisurgical ICU; collaboration as perceived by the physicians was cians (10, 41, 42) . Conceivably, the lack of recommendations from not associated with outcomes (35) . One of the limitations of official bodies like scientific societies and failure to acknowledge these studies is that only ICU death and a need for readmission the right of patients to full autonomy-from informed consent to to the ICU were evaluated: other outcomes such as patient/ refusal of care-may lead to covert and consequently illegal pracfamily satisfaction, cost, and longer-term mortality were not tices, to inadequate support of the patient and family, and to considered (35) . Furthermore, these studies excluded patients insufficient trust among ICU caregivers, a situation that may for whom DFLSTs were made. Few studies have evaluated the increase the likelihood of malpractice suits (20) (21) (22) . Decisions hypothesis that good collaboration may improve the experience made openly and discussed in depth with all those involved may of dying patients. The observational phase of the SUPPORT be less likely to lead to litigation, rather than the opposite. The study published in 1995 showed a high rate of deficient physicianrecommendations on DFLSTs in ICUs published in May 2002 patient communication and inappropriate treatment, with inadeby the French Society of Critical Care Medicine (SRLF) strongly quate pain management in dying patients and absence of knowlemphasize that physicians are under a legal obligation to docuedge of patient wishes regarding cardiopulmonary resuscitation ment these decisions in the patient's medical records (23) . in over 50% of cases (11) . In the interventional phase of the Some limitations of this study should be pointed out. First, the SUPPORT study, a specially trained nurse interviewed patients questionnaire dealt with the physician and nurses' perceptions as and families about their preferences regarding end-of-life care to end-of-life care and was not intended to address the issue of and encouraged caregivers to direct sufficient attention to pain patients or family members opinions. Second, although we precontrol (11) . This intervention failed to improve outcomes retested our questionnaire, we acknowledge that a closed-ended flecting the experience of dying patients. The authors suggested questionnaire offers an assessment that is driven by those who that the intervention may have occurred too late in the decisionwrite the response options, precluding new input from the remaking process or that the physician-patient relationship might spondents. Third, although the response rate was similar to that have been better had the patient spoken with the physician in many previous studies, the opinions of 75% of potential partirather than with the research nurse (37) . Furthermore, the nurse, cipants escaped evaluation by our study. although specially trained, was not part of the ICU staff, raising Finally, the perceived poor quality of decision-making procethe possibility that a nurse from the ICU would perhaps have dures, together with the lack of an official statement from scientific bodies, suggests that nurses' perceptions may play a role in been more successful in improving communication among the preventing inappropriate decisions about patients whose consent caregiver staff (38) .
is not obtained (34, 43, 44) . Physicians should initiate interdisciWe found a significant association between the degree of plinary collaboration by allowing all involved staff members nursing staff involvement in the ICU's general commitment to to communicate their own opinions. DFLSTs generate painful ethical standards and nursing staff satisfaction with DFLSTs, in conflicts between competing ethical values. Neither recommenkeeping with several earlier studies (34, 35, 39) . In a 1996 singledations issued by learned societies nor changes in legislation can center study among nurses who were involved in decisions to lighten the weight of the decision nor shift the responsibility withdraw mechanical ventilation and who believed the decision away from the physician. However, recommendations, laws, and was morally correct, 84% were very satisfied with withdrawal good practices can help to build consensus and avoid disagreeprocedures (33). ment among caregivers at each step of the decision-making proAnother interesting finding from our study is that nursing cess. Compatible with our study results, we suggest that operating staff satisfaction with DFLST procedures was significantly better procedures should be developed to detect reservations, passive in medical ICUs than in surgical ICUs, although a majority of opposition, or resistance to decision-making processes, particunursing staff members were very dissatisfied with these procelarly regarding DFLST, which require a high degree of collaboradures in medical, surgical, and medical-surgical ICUs. Baggs tion and serenity. Measuring satisfaction of the various members and coworkers made a similar observation and suggested that of the healthcare team with these decisions may be a simple and the need for close collaboration may be greater in ICUs with more effective tool for evaluating everyday practice. complex patients, such as those admitted to medical ICUs (35) .
